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she was one year old, her mother when she was two years of
age. She herself has had nine children, their ages varying
from thirty-eight to twenty-six. For nearly five months
she has suffered first from the right knee, which be-
came swollen and painful, tender, and contained some fluid.
All the functions were performed well ; pulse 84, good.
Such a case as this is not uncommon and the correct dia-
gnosis is important, not only to the patient, but to the
medical man, as far as his credit is concerned. It certainly
was a slight case either of true gout or of rheumatoid arthritis.
In favour of its being of the nature of the latter disease
there were but few symptoms ; the general health was fairly
good; no depressing causes had been at work. The only thing
in favour of it was the duration of the disease, nearly five
months. Still, from the appearance of the knee-joint
I could not have said which diseased condition of the
system was the cause of the articular affection. A
further investigation of the case will, however, enable us
to come to a right conclusion. It was noted that there had
been two patches of eczema, one on the left shoulder, which had
disappeared ; the other, a large one, on the right thigh.
This rendered it very probable that the disease was gouty.
Again, before the knee became inflamed she had been much
troubled with cramp in the calf of the legs and also a numb-
ness of the hands and arms on waking in the morning ; both
these are markedly gouty signs. As to her habits, she
had usually drank sherry, and often, when nursing her
children, stout. These beverages were likely to induce a
gouty habit, and, taking all these circumstances into con-
sideration, I looked upon the case as one of gout and pre-
scribed accordingly. The treatment consisted in the
administration of ammoniated tincture of guaiacum, citrate
of lithia and a very small quantity of colchicum, under
which the knee rapidly became better. The effusion in a
fortnight could not be detected, and in a short time
the patient was well, the pulse sinking from 84 to 72,
and she was quite able to walk. In this case the effect of
treatment became quite a diagnostic mark. Had I prescribed
for her as I should have done if I had entertained the idea
that the case was one of rheumatoid arthritis, I feel quite sure
the disease would have increased rather than diminished, and
that she would have long remained in the condition in which I
first found her. Time does not allow me to speak of many
cases of gout, nor do I think it is necessary to do so, as the
difficulty of making a correct diagnosis in such cases is usually
small, and, as I have already said, any error would be of less
practical importance.
Before finishing I think I must say a few words about
a term which has been made use of lately-"rheumatic
arthritis. I have already said that I consider this
term erroneous if applied to the disease rheumatoid
arthritis, as it would imply that it had in it an element
of true rheumatism, which I altogether deny, but Dr. Lane
has recently tried to differentiate between true rheumatoid
arthritis and what he terms rheumatic arthritis," con-
sidering that a disease exists which is connected with rheu-
matism but still is not simple rheumatism. I quite think that
the occurrence of true rheumatism, in the form of rheumatic
fever, may be one of the many causes which lead to the
production of rheumatoid arthritis; but if the induced
disease has the characteristics of rheumatoid arthritis I do
not think this name is appropriate. The disease may be the
same whatever the causes which may have given rise to it.
In concluding this lecture I feel I must apologise for the im-
perfect manner in which I have treated the subject ; but the
shortness of the allotted time must be partly my excuse, and my
own shortcomings I must not forget. I trust, however, I have
been so far successful as to convince you of the intense im-
portance of clearly diagnosing rheumatoid arthritis from true
gout, and of making you realise that the health of your
patients is greatly at stake and dependent on the correct
knowledge and treatment of their cases. Want of time has
been the only cause of my not bringing before your notice
many other cases. My note-books are so full of them that
their very number causes difficulty in their selection.
SUDDEN DEATH OF A MEDICAL MAN.-On the
21st ult., at the Holborn Town Hall, an inquest was held on
the body of Mr. J. R. Gibson, F. R. C. S., who had been surgeon
at Newgate Prison for fifty years, but was now retired. The
deceased gentleman was found lying on the footway in
Devonshire-street, Queen-square, on Oct. 20th. The medical
evidence went to show that death was due to heart failure, and
the jury returned a verdict of I I Death from natural causes. "
INTRA-THORACIC AUSCULTATION: A NEW
DEPARTURE IN PHYSICAL DIAGNOSIS.
A paper read before the Medical Society of London on
Oct. 31st, 1892,
BY BENJAMIN WARD RICHARDSON,
M.D., F.R.C.P., F.R.S.
MR. PRESIDENT AND GENTLEMEN,&mdash;I had promised to
bring before the members of the lleclical Society of London
this session a paper on Some New Researches in Synthetic
Pathology, but as I was not prepared for so early a call for
the paper as that which has been assigned to me I have been
unable to complete it in the form in which I would wish to
present it. It happens, however, that I have at hand a short
communication which I have much pleasure in submitting to
you, and which, because it is extremely simple and practical, (
will, I trust, be accepted as a substitute for the longer
and more ambitious essay. I call the present .essay a
study of Intra-thoracic Auscultation : a New Departure in
Physical Diagnosis, and I cannot introduce it to your
notice better than by relating how it came into my
mind and practice. A few months ago a patient con-
sulted me who was suffering from serious and obscure
symptoms referable, by the process of exclusion in diagnosis,
to the upper portion of the alimentary canal. He had lost
flesh to an extreme degree, was very feeble, had often a
difficulty in swallowing food, at times retained food of a fluid
or semi-fluid kind in the stomach for long periods, and then
after suffering severe pain vomited it with difficulty, returning
it in a partially digested state. I looked upon the symptoms
with suspicion as possibly indicating malignant disease of the
lower part of the oesophagus ; but as I found he had been
following an imprudent dietary I was content at the
moment to regulate diet carefully and to prescribe a mixture
of dilute hydrochloric acid and pepsine. He left me, to return
in two months reporting himself in every respect better. He
had gained in flesh, he retained food, was free from acute
pain, had improved in strength and had lost the sense of
weariness of mind as well as body, which had been most
oppressive. He had determined to take a holiday, and I
agreed with him that the change he suggested would be
advantageous. I did not see this patient again for three
months, when he consulted me once more in consequence of
a sudden return of his worst symptoms, to which were added
others pointing more decisively to cesophageal mischief low
down in the tube. With difficulty he had partaken of a rather
too copious meal one day previously, and soon afterwards
had been seized with acute pain, which lasted until the
undigested mass had been vomited with free secretion of the
gum-like mucus characteristic of stricture. He was again
greatly emaciated, presented a condition of circulation so
feeble that I could scarcely detect the radial pulse, and the
heart was so weak that it was difficult to distinguish clearly
the two sounds.
I tried in this case what I have called the water-gurgle test
for the diagnosis of stricture, as described in The Asclepiad,
vol. vii., p. 332-that is to say, I got the patient to attempt
to swallow fluid whilst I auscultated in the line of the
oesophagus anteriorly and posteriorly. Whenever there is
true stricture of the organic class I have usually found by
this method a point where there is heard a loud gurgling
sound on attempts to swallow, followed by a sharp noise as of
a passing current of fluid through a constricted passage, and
I do think there are few more characteristic points of diagnosis
of stricture existing in the lower third of the tube. There
was no response to this test in the present instance,
and the patient expressed to me that the tumbler of milk-
and-water which he had swallowed went down without his
being conscious this time of obstruction. I turned, there-
fore, naturally to the use of the cesophageal tube - an
operation which led me to the new facts I have to record.
I passed along the oesophagus a medium-sized tube and ran
it without difficulty down to the stomach. There was no
serious obstruction at any part, but I thought I experienced
some sense of friction of a very slight kind. Whilst
endeavouring to be certain on this matter an idea which I
had once before had in my mind, but had not before acted
upon, suddenly occurred to me. Why not auscultate
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through the exploring tube ? ’I At once I sliced off a portion t
of the free end of the tube obliquely, slipped over this sliced I
end the terminal part of the double stethoscope, and made E
in this fashion the exploring tube a continuous stethoscope. (
The effect of auscultating in this way was most interesting 1
and satisfactory. I could hear soft friction of the tube 1
against the walls of the oesophagus and was made quite sure i
that the friction was uniform throughout and that there was i
no special constriction or induration in any portion of the i
tube. When I passed the tube into the cavity of the
stomach itself I obtained a sound new to me, like a gentle
seething as of air or gas agitated in a thickish fluid and
at times a gurgling sound of gas with another sound
probably due to muscular contraction of the stomach
itself. As the patient experienced no trouble or incon-
venience during examination I had ample time for in-
quiry, and I leisurely withdrew the tube, noting the sounds
audible in the course of the movement. In the tube at this
time there were only two openings and those at the extreme
end. I succeeded therefore in catching sounds at such
points only as were in apposition to the openings. I with-
drew the tube until the opening on the left side came in con-
tact with that portion of the oesophagus that lies in immediate
proximity with the heart. By previous auscultation of the
heart over the thoracic wall I had failed to detect clearly the
two cardiac sounds owing to the feebleness of the cardiac
action, but now both sounds were as distinct as they would
have been from a normal heart. They were not, however, the
same precisely as the sounds we hear through the thoracic
wall; they were duller in character, as if they wanted the
resonance which is probably produced by the pleura
stretched over the thoracic cavity. At the same time they
were loud and were singularly distinct. By moving the
tube gently up and down I could get the second sound
separately from the first and vice versrz but when I had the
opening of the tube midway so as to compass both sounds
there was not so much difference between the first and second
sound as is common to that distinguishable in ordinary auscul-
tation. I was quite prepared for all these modifications of
phenomena; they corresponded precisely with what I had
learned many years ago when, in combination with the late
Drs. Baly and Sibson, I had seen Dr. Halford demonstrate
Brien’s valvular theory of the cause of the two sounds. We
listened at that time directly to the sounds from an opening
in the chest wall of a lower animal under ansosthesia, and
detected that with such immediate auscultation the sounds
were deficient in sharp resonance, and more equable in
tone than was common from ordinary auscultation. It
was the same now. I counted the beats of the heart very
deliberately from the inside of the thorax, seventy beats per I
minute, the sounds and the pause in proper order and the
action perfectly regular. I expected that on withdrawing the
tube further out of the oesophagus it would be possible to
hear a loud sibilant or vesicular murmur in respiration. In
this I was disappointed to a certain extent. It was impossible
to catch a murmur, even on a deep inspiration, so dis-
tinct as the murmur heard from the chest wall outside.
From these observations I have been led to the new departure
in physical diagnosis in which I am anxious others should
take part, and I have devoted some time to certain preliminary
steps in its development. Briefly it is a means for auscul-
tating on an extensive scale the organs of the body from
within the body. I shall occupy most usefully the short re-
maining time at my command, first, by indicating the lines
of research in which the plan promises to be most useful;
second, the limitations of the plan and, if I may so express
myself, the objections to it; and, third, the modes by which
it may be improved from this its original start, so as to make
it ready, safe and in its broadest sense useful.
Touching the first of these points, the method promises to
be useful-I hope very useful-in the diagnosis for which I
first applied it. It proved of service to me ; at the moment it
told me distinctly, in the case I have referred to, that there was
no constriction, no induration, at any part of the oesophagus,
so that the hearing confirmed the touch, or, rather, corrected it
in a manner that could not have been more satisfactory. The
advantage will be that stricture may be detected in its very
earliest stage-the stage in which, according to my experience
(unfortunately an experience specially large in this disease),
there is the only chance of doing good by dilatation. The new
auscultation may prove also an aid to diagnosis in diseased con.
ditions of the stomach itself. It is certain from the sound 1
heard from within the cavity of the stomach that there an
going on there changes of a physico-chemical kind, leading
o a sort of effervescence that is distinctive in character. It is
most probable there are differences of sounds connected with
special fermentations, and that by study and experience these
differences may become detestable at once by alsculta-
tion. Here there is an open field for research in which I
have been unable as yet to enter. Again, as bearing on the
stomach, the motions of that organ evidently produce
sound that will admit of interpretation. A healthy stomach
may possibly give forth no sound or it may give forth a
definite sound when full of food, with other sounds during
various stages of digestion. These are points to be inquired
into and will be of curious interest. Still it is certain that in
diseased conditions of the stomach a whole series of diagnostic
symptoms will be learned, bearing not only on the fermenta-
tive action in progress, but on alterations in the walls, and on
contractile functions. The stomach, in short, will admit of
being sounded like the chest. Scirrhus affecting the stomach
should easily be diagnosed by auscultation. Through the
stomach it may also be possible to diagnose physically and
more correctly than we now diagnose the nature of some
pulsating abdominal tumours which are, as they have been since
the time of William Harvey himself, a constant source of dis-
agreement amongst physicians. With the terminal of a full-
sized cesophageal stethoscope in the stomachic cavity a loud
murmur from an arterial source will be detected without the in-
terposition of pressure and an important difficulty in diagnosis
removed. A third service that may be rendered by intra-thoracic
auscultation is forecast in the observation I have already
made respecting the detection of the cardiac sounds in con.
ditions when those sounds are inaudible under the usual
method owing to extreme feebleness of the circulation. We
are called sometimes to persons in such entire collapse that
it is doubtful whether they are alive or dead. The sounds
of the heart are imperceptible to the ear through the thoracic
walls. Here, then, is an instant and ready method of deciding
whether the action of the heart is still in progress. We have
a new proof either of absolute death or of continued life.
In acute collapse, as after death from chloroform, we not
only can institute a good diagnosis in the same manner, but
we are half way, by our manipulation, towards assisting to
restore life. Through the oesophageal tube, after discon-
necting the stethoscopic tubes that go to the ear, we could inject
a free quantity of heated water or water with oxygen peroxide
into the stomach ; or, if we had learned the practice correctly,
we could direct a faradaic current upon the heart itself, so as
to excite contraction of the right side.
The use of the intra-thoracic method may be turned to
account in diagnosis of heart disease and of aneurysm of the
large thoracic arterial trunks. Stricture of the oesophagus
arising from aneurysmal pressure would be instantly dia-
gnosed. These cases are often most perplexing. The pressure
causing the obstruction varies, and no sufficient sign of
aneurysmal murmur in the early stages reaches the ear at
all times. An auscultator fortunately catches the murmur,
another does not, and so contradiction upon contradiction
amongst the best diagnosticians occur. By the process of
intra-thoracic auscultation this difficulty would be imme-
diately met, the pulsation would come under direct observa-
l tion, and the precise seat of the pressure would be descended
, 
upon. We should hear a pulsating stricture. In heart disease
- itself the intra-thoracic mode of examination should be of ser-
vice. By it we ought to be able, in cases of enlargement, to dis-
- tinguish between dilatation and hypertrophy. The diagnosis of
clot on the right side might be made clear by this plan. and
; the differential diagnosis of valvular affection on the right or
9 left cavities ought to be rendered absolute, when we have
i learned sufficient of cesophageal auscultation to discover the
3 new distinctions of sound that will have to be made, in some
cases at least, between the tone of the first and the second
sounds, and shall have defined all new lines of distinction
 between these sounds as heard from within and from without
t the exterior walls of the chest. The clearest definition by
 this test should be obtainable also as between pericardial
I, and endocardial friction sound and between pericardial as
.  distinct from pleural friction.
 As this is only a preliminary note I must leave untouched
 the subject of pulmonary auscultation by the intra-thoracic
e method and also that of pharyngeal exploration. The
), pharynx is within such easy reach it should admit of more
 frequent auscultation than lower parts of the cesophageal
i- canal. Its size, too, renders it more accessible. From it we
I should be able to reach the apices of the lung and the greater
’e part of the air passages from the larynx down to the
 bifurcation of the bronchi. Exploration of these parts will
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be easy when a set of appropriate and convenient exploring
instruments have been constructed, and will afford help
to diagnosis of changes incident to the apices of the
lungs in subclavian, innominate and carotid murmurs, and
in thickenings and obstructions of the trachea and larynx.
Having given an outline of what may be gained by intra-
thoracic auscultation, I shall now refer to the limitations
of the plan and to the objections which may be taken to it.
I assume at once that this mode of research is not called for
when by the ordinary auscultation diagnosis is clear. It
may come in usefully in all cases where the oesophageal tube
is used for exploration, but it will not be always applicable
in instances where it might be useful, owing to the circum-
stance that many patients are unable to bear the introduction
of the tube and that it may sometimes be unadvisable to sub-
ject them to it. I met with a patient last week suffering from
probable thoracic aneurysm in whose case the exploration
would have been most valuable ; but the introduction of the
tube caused so much retching and straining I was obliged to
withdraw the tube before I had explored as fully as I could
have wished, although what was effected was sufficient to
inform me of the existence of aneurysmal murmur from the
left carotid or subclavian. The explorations might also be
objectionable in cases of irritable stomach or where
there was severe cough or cough with haemorrhage. I need
not dwell any longer on particular points of this kind, since
the whole is summed up in a sentence whenever the prac-
titioner feels he can safely and prudently pass a tube into
the stomach, then he can bring into practice intrathoracic
auscultation.
The third point, the modes in which this method may be
improved by mechanical means, opens up a very wide field
of inquiry. I commenced my work with the ordinary flexible
tube, and up to the present time I have found nothing better
than a good-sized tube with a large lateral aperture at the
extreme end. I have used another tube charged with several
apertures an inch from each other, and this answers fairly
well. Apertures are essential in these tubes ; if they are not
made there is little or no conduction of sound. Messrs. Krohne
and Sesemann have been making tubes for me of different
materials, and one of metal, of malleable nature, is good in
many ways, but I have not yet obtained what is precisely
wanted even in so simple an invention as this at first sight
would appear to be. The best tube at this moment is the
long oesophageal flexible tube with the stethoscope attached
as shown to-night.
I leave now this contribution in the hands of a Society to
which it has been my high privilege to communicate many of
my first thoughts from the very opening of my long career.
I would not on any account attach an undue importance to the
effort, or look upon it as anything more than an extension of
the simple act of the illustrious Laennec, when, in the Necker
Hospital one day in 1816, he improvised a stethoscope out of a
roll of paper and projected thereon a new science to which
there seems to be no end. I put forward this addition, how-
ever, without apology, not knowing to what-small as it is
at this precise moment-it may lead. In his magnificent
eulogy on his master, Cullen, Benjamin Rush said:
"Let no fact in medicine, however unimportant it may at
first appear, be allowed to pass unnoticed by the public eye ;
for there are mites in science as well as in charity, and the
ultimate results of each are often alike important and
beneficial." In that spirit, Sir, I offer to-night, through you
and my fellow colleagues of the Society, one more mite to
the treasury of practical medicine.
ST. GEORGE’S HOSPITAL.-The following scholar-
ships have been awarded for the year 1892-93 :-f-145 scholar-
ship to Mr. Henry N. Colt art ; f,50 scholarship to Mr. Frede-
rick G. Peck ; 50 scholarship to Mr. John B. Christian. A
scholarship of 65 (open to University men) to Mr. Edmund
T. Fison and Mr. Arthur Trethewy.
THE NEW POLICE CONVALESCENT HOME, BRIGHTON.
On Saturday last Princess Christian, attended by Colonel
and Mrs. Gordon, visited Brighton for the purpose of laying
the memorial stone of the new police convalescent home.
Her Royal Highness was received at the station by Mr. T.
Cave, Mr. C. B. Woodruff, J.P., Dr. Ewart, J.P. (the mayor),
and Mr. Gerald Loder, M.P., and was afterwards accompanied
to Bertram-road by an escort of Inniskilling Dragoons, where
the stone was duly laid. The building will cost f,6000 and
will, when completed, accommodate over 600 patients.
THE RADICAL CURE OF HERNIA, WITH
A DESCRIPTION OF A METHOD OF
OPERATING FOR FEMORAL HERNIA.
BY W. WATSON CHEYNE, M.B. EDIN., F.R.C.S. ENG.,
PROFESSOR OF SURGERY IN KING’S COLLEGE, SURGEON TO KING’S
COLLEGE HOSPITAL, ETC.
WHILE I wish to say a few words on the method of operat.
ing for the radical cure of inguinal hernia my main object in
this paper is to describe a method which I put in practice
some months ago for the radical cure of femoral hernia.
Although the radical cure of inguinal hernia now leaves little
to be desired as regards both immediate and permanent
results, this is by no means the case with any of the methods
which have as yet been described for the treatment of femoral
hernia. Practically all the methods for the closure -of the
femoral canal consist, after tucking up the sac, in the
attempt to approximate Poupart’s ligament and the fascia
over the pectineus. Now Poupart’s ligament is a tense
band and when stitched down to the pectineal fascia
one of two things happens. In the first place, if it
keeps down the tension is so great that the stitch very
soon cuts its way through the ligament; in the second
place, what usually has happened in my experience is that if
the pectineal fascia alone is taken up in the stitch it is at
once torn off the pectineus and carried forwards to Poupart’s
ligament, and the stitch soon cuts through the fascia. The
result, in my experience, has not been at all certain and
not to be compared to the result after the radical opera-
tion for inguinal hernia. On thinking over the matter, it
seemed to me that the only satisfactory plan would be to
turn in some tissue which would fill the femoral canal and at
the same time not be subject to any tension. On looking
about for material to form a flap to turn into the canal the
only available structure seemed to me to be the pectineus
muscle. I at first thought of turning up a flap of the
pectineal fascia, but it is often very thin, and the cases in
which it had been drawn forwards to Poupart’s ligament were
not on the whole satisfactory, and therefore I came to the
decision to turn up a flap of the pectineus muscle itself.
Curiously enough, although at the time that I worked
out the operation on the dead body (now more than a
year ago), and, indeed, at the time I put it in practice, I
could find no indication that this idea had occurred to any-
one else. I find in looking over the recent numbers of the
Centrclblctt ficr Chi’l’il’l’gie that on Aug. 20th, Salzer of
Utrecht describes a method of turning up the pectineal
fascia which he put into practice about the same time that
my cases occurred, the guiding idea of which is the same as
mine. He, however, uses the pectineal fascia, which I had.
rejected for the reasons I have mentioned, and which I feel
sure will not prove to be satisfactory.
My plan of operating will be evident from the accompany-
ing engravings. After the hernia has been reduced the neck of
the sac is ligatured and stitched to the abdominal wall (A in
Figs. 1 and 2). A flap is then marked out in the pectineus
muscle of sufficient size to fill up the crural canal without
any tension, and including the whole thickness of the muscle.
The incision in the muscle begins at the inner wall of the
crural canal, runs for a short distance parallel to Poupart’s
ligament and then curves downwards, outwards and upwards
(see dotted line in Fig. 1). At the two lowest angles of the
flap stitches are passed and tied so as to get a good hold (B
and c in Fig. 1) of the muscle. The flap is then peeled up
from the bone and the stitches (B and c) are passed through
the abdominal wall, B above Poupart’s ligament and c just
at it. (See Fig. 2.) The result is that the femoral canal is
completely filled up with a thick mass of muscle, which soon
unites to the sides of the canal; and although its muscular
elements may atrophy, a dense mass of fibrous tissue will be
left behind. The stitches which I used were Chinese silk of
medium thickness. I have operated in two cases by this
method and the results are so far perfect ; the region of the
crural canal remains a hard mass, without the slightest
impulse on coughing, and the patient does not wear a truss.
I may in a few words mention the notes of these two cases.
CASE 1.-This patient, a female, aged forty-seven, was
admitted to King’s College Hospital on June 20th, 1892.
She first noticed the swelling in the right groin three years
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